with us who are more experienced it is the last resort. It is very rare for dysphagia not to be relieved by methods other than gastrostomy, though the latter may be necessary for very tight and painful growths, and when the patient cannot bear an apparatus: also for esophago-gastric growths. I believe Mr. Davis must have had a run of luck, and I do not think his will turn out to be the average experience. My patient is losing flesh, but not because he cannot take plenty of nourishment. He is losing flesh because (1) he is in pain, (2) possibly because the disease is spreading in the mediastinum, and (3) possibly because the thoracic duct is involved. Glandular disease also may press on the thoracic duct. I have had many cancer cases in which the patients swallow well after radium and yet rapidly lose flesh.
Fish-bone which perforated the Inferior Constrictor and
caused Fatal Posterior Mediastinal Abscess.
By WILLIAM HILL, M.D.
WOMAN, aged 38, was admitted to hospital with history of fish-bone impaction in throat three weeks previously, suffering from aphagia and some respiratory obstruction, and presenting cedema of right side of neck, with great inflammatory swelling of fauces and pharynx. Temperature 1050 F. and pulse 120, and history of rigors. Laryngotomy had to be performed during administration of aneasthetic. On passing the endoscope through the fauces a peripharyngeal abscess burst on the right lateral wall of the pharynx behind the posterior faucial pillar, and nmany ounces of foetid pus evacuated. On passing the endoscope through the deep pharynx into the cervical cesophagus it was seen that the posterior wall of the pharynx and of the gullet were tumefied and bulging forward. The posterior mediastinal collection of pus was emptied by pressure with the endoscope and by passing large bougies.
The patient was able to swallow on recovering from the anesthetic, but septicaBmic symptoms, including rigors, continued, and she died from heart failure thirty-six hours after operation.
Post mortem, in addition to the rent in the lateral wall behind the posterior pillar where the abscess burst, there was found a small perforation in the posterior wall of the deep pharynx through the inferior constrictor muscle near its lower border; and on the mucosa covering the cricoid plate near its upper border was a small ulcer. The abscess cavity extended from the base of the skull to the level of bifurcation of the trachea, forming a large post-pharyngeal and post-oesophageal-i.e., posterior mediastinal abscess.
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The fish-bone, 4 in. long, which was found at the bottom of the mediastinal part of the abscess, had evidently been impacted in a slanting direction from before backwards, one point against the cricoid high up and the other point perforating the inferior constrictor as the result of swallowing movements, and perhaps hastened by blind bougieing by a panel doctor.
DISCUSSION.
Mr. HOPE: I had a very similar case a fortnight ago. A woman had swallowed a beef-bone which was retained in the post-cricoidal pharynx six days; she came into hospital with marked dysphagia and dyspncea. I examined with the cesophagoscope, and found a large swelling bulging forward the posterior wall of the trachea. There was tumefaction in the post-cricoidal region, with food lying about; and with forceps I opened up an abscess which contained 1i oz. of very fcetid pus: it was in the anterior wall of the cesophagus.
I never got the bone out: she may have swallowed it. The condition cleared up in four or five days.
Mr. LAWSON WHALE: I think mediastinitis is the most interesting condition we have to consider in our specialty. I had a case from which there was an additional moral to be drawn; one of a series of four cases of foreign body occurring within one month. This case was the easiest of the four to deal with, and the only one that died. The skiagram showed a halfpenny behind the cricoid. Before trying removal, I had another skiagram. taken, and it showed the coin below the manubrium. With tube and forceps I removed it in a few seconds. The boy was found sitting up in bed and playing with his toys, but that of course was stopped. He went out on the seventh day, but forty-eight hours later the mother brought him back as he was in obvious distress. She would not leave the child at hospital usntil my arrival, but insisted on at once taking it home, where it died a few hours afterwards. So I did not see the child. I could not attend the post-mortem, and through a mistake the cesophagus was not kept. There was a perforation where the coin had lodged near the cricoid, and a large mediastinal abscess led down to and involved the thyroid gland. Even if the foreign body slipped beyond the cricoid, it does not follow that it did not cause perforation when there. If I had not known the history I should have blamed myself for having ruptured the pharynx.
Dr. DOUGLAS GUTHRIE: Has Dr. Hill ever removed, during life, and before the formation of abscess, a fish-bone which had entirely passed through the mucous membrane of the pharynx? Such a case might present great difficulty in diagnosis and treatment. I have here a fish bone, 2 in. in length, which had penetrated the posterior pharyngeal wall and had disappeared from view almost completely (specimen shown). It was easy to Tawse: Supernumerary Nostril and Cavity remove, because its enlarged end still projected; except for that it might have passed into the surrounding tissues.
Mr. SOMERVILLE HASTINGS: In April, 1918, I had a similar case. A lady was eating mutton, when a triangular piece of bone was swallowed. The passage was cleared by pasking a probang and full-size bougies down the cesophagus. On the fourth day the patient was sent to me with swelling and stiffness of the neck, a temperature of 102°F., a pulse of 120, clearly very ill. While waiting for the skiagram, I passed the cesophagoscope, and 1i in. below the larynx I saw a transverse slit in the posterior wall of the cesophagus, from which oozed foul-smelling pus. I mopped this away, and at length felt and then saw a piece of hard white bone in the mediastinum. I extracted it with forceps, and the patient did well.
Mr. ROSE: Could not Dr. Hill have opened and drained this abscess by an external operation ?
Dr. W. HILL (in reply) :. I had another case, in which the patient came with a swelling in the neck and a post-pharyngeal abscess, but this abscess was only evident on her second visit. She said she had swallowed a fish-bone and got pain in the back. When I found the abscess there was cedema of the neck, and when there is pharyngeal abscess with cedema one should suspect mediastinal abscess as well. In the other case I did not get hold of the bone, as it went down to the level of the bifurcation. The patient went away still complaining of the pain, but we never got the bone. I had not the courage to explore the cavity with the endoscope tube, because when I tried it I found the patient had a stiff back. In answer to Mr. Rose, I suggested to a surgeon that the right thing would be to open through an incision in the neck and search, but I could not get anyone in the hospital to agree with me. The books give cases in which abscesses have been successfully evacuated through an incision in the supraclavicular region. In the case I have recorded the patient was moribund when seen, and died of septicwmia in a few hours. Supernumerary Nostril and Cavity. By H. BELL TAWSE, F.R.C.S. FEMALE child, aged 16 months-one of twins; the other was anencephalous and died at birth. Supernumerary nostril and nasal cavity on the right side. The cavity leads up to the root of the nose, and on the skin surface corresponding to the termination of the cavity is a dimple which is said to have discharged watery looking fluid at times, but is now dry. There is profuse discharge of mucus from the cavity and on probing it blood appears from the sound and normal
